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I SUMMARY SYATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTIDN )
IS'XR‘:E)FE( (EACH DEFICIENCY MUST BE PRECEDED BY-FULL PREFIX ! {EACH CORRECTIVE ACTION-SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFVING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY?}
K52
K052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052! The magnetic delayed egress doors were
: Hae/hy
88=F ) ) reprogrammed on 3/12/14 by Gallaher
Afire afarm systern required for life safety is and Associates Inc. to remain released
installed, tested, and maintained in accordance and freely open when fire alarm is
with NFPA 70 National Electrical Code and NFFA ' silenced, and to re-energize and lock
72. The systerm has an approved maintenance back to their delayed egress function
and festing program complying with applicable when fire alarm is reset.

requirements of NFPA70and 72. 96.1.4

Weekly inspections by the Facilities
Management Director or the Facilities
Management Assistant will be made of al
magnetically locked doors for one month
to assure proper programming is in place
during sileice phase of fire alarm iesting
10 keep doors released and ablz to frecly
open, then monthly in conjunction with

This STANDARD is not met as evidenced by: ¢each fire dril),

Based on observation and testing, it was
determined that the facility failed to maintain the Pacilitics Manapement Director 10 the

magnetic defayed egress doors. monthly Quality Assurance Performance

S X ' Improvement meetings for review and
The findings include: recommendations. This commitiee will
determine if any revisions are needed to
the action plan.

Results obtained will be reported by the

Observation and testing on March 9, 2014 at
11:45 2.m. revealed that when the fire alarm is '
sflenced that 6 of 6 magnetically locked by : Quality Assuran :

p ¢ Performance
15-second delayed egress doors wil Improvement Committee consists of
re-magnetize and lock back by their delayed Administrator, Medical Direc tor, Director

egress function. s ; . . s
initial o of Nursing, Assistant Director of Nursing,
During the initial fire alarm activation, 21l § of 6 Human Resourcos, Mimimur Data Set

delayed egress doors release and freely open, it -
is only when the fire alarm is sflenced that they Coordinator, Treatment Nurse,

. . Admissions Director, Business Office
re-energize and lock back to their delayed egress Manager, Rehab M anager, Medical

function. Records, Social Servises, Facilities
Management Director, Dietary Manager,
and Activity Director Dietician and
Pharmacist reports are raviewed; and

k 076 these consultants attend as needed,

This finding was verified by the maintenance

- | director and acknowledged by the administrator
during the exit interview on March 9, 2014.
K078 | NFPA 101 LIFE SAFETY CODE STANDARD

BORATORY D TQR'S OR PROVIOER/SUPPRIER HEPRESENTATIVE'S SIGNATURE TITLE {XB) DATE
\M_/ 2 (a5 H s '5236/?
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y deficlency stalememt-ending with an asterisk (%) denotes a deficlency which the institution may ba excusad from correcting providing 1t I determined
er safeguands provide sufficient protection to the patiznts. (See Instructions.) Except for Aursing homes, the findings stated above are disclosable 90 dg
owing the date of survey whether or not 2 plan of correctian is provided, For aursing homes, the abova findings and plans of correction are disclosable 14
's 0llowing the date these documents ara made avatianie lo the facillty. If defciencies are clted, an approved plan of comection is requisite lo continued
gram participatian.

o Ircanunua-i}on shest Fa% 1of-.'.?;

Facilly ID: TN4706

- ——— b 4 e e e g s —— r——amar i

M CMS~Z567(02:99) Proviows Versions Obectora " Event ID:QP5021




PAGE - B6/10
8652464212 ISLAND HOME PARK FIVINILILL U 107201

62/84/2006 17:46

SEFARIMENT U FAEALTH AND HUMAN SERVIC ES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ~ OMB NO. 0938-0391 _
STATEMENT OF DEFICIENCIZS x1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBSR: A, BULDING 04 - MAIN BYILDING 01 COMPLETED
445478 B, WING 03/09/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
1758 HILLWOOD DRIVE
ISLAND HOME PARK HEALTH AND REHAR KNOXVILLE, TN 37920
{Xayip SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED Y FULL PREFIX * {EACH CORRECTIVE ACTION SHOULD 8t COMPLETION:
TAG REGULATORY OR LSC iDENTIFYING INFORMATION} TAG CROSS-REFERENCED T THE APPROPRIATE DATE
DEFIGIENGY)
K 078{ Contihued From page 1 _ K 076 K076 3/!; '
$8=p : .10 oxygen E-cylinders in the outside ' @é‘y
Medical gas storage and administration areas are xygeni storage area not secured in a
protected in accordance with NFPA 99, Standards Storage rack or container were secured in
for Health Care Fagilities, a container by Pacilities Management
Director on 3/10/14.
{(a) Oxygen storage locations of greater than : o
000 cuL.ft. are enclosed by a one-hour Daily inspections by the Facilities
separation. ) Management Director, the Facilities
Management Assistant, Diregtor of
(b} Locations for Supply systems of greater than Nursl_ng, Nursing menager on duty and/or
3.000 cu.. are vented to the outside, NFPA 99 Administrator will be done to assure alf
43112, 19.3.24 E-cylinders in the outside OXYgen storage
area are secured in a storage rack or
container for 2 weeks, then weekly x 4
weeks and/or 100% compliance, Monthiy
inspections wili be completed by Safety
Committee,
This STANDARD is not met as evidenced hy:
Based on observation, it was determined that the Results obtained will be reported by the
facility faited to ensure medical gasses were . Facilities Management Director to the
properly stored.- monthly Quality Assurance Performance
Improvement meetings for review angd
The findings ingiude: recommendations. This committee will ,
determine if any revisions are needed to i
Observation on March 9, 2014 at 8:48 am. the action plan. '
revealed the dutside oxygen storage area has 10
oxygen E-cylinders that were not secured in a | 1 Safety Committee consists of
storage rack or conftainer. _ ! Administrator, Facilities Management
| Director, Dietary Directar, Director of
i This finding was verified by the maintenance Nursing, Housckeeping and/or Laundry
director and acknowledged by the administrator employee, Certified Nursing Assistant
during the exit interview on March 9, 2014. and/or Licensed Nurse,
K 147 | NFPA 101 LIFE SAFETY GODE $TANDARD
8§s8=D
Electrical wiring and equipment Is in accordance
with NFPA 70, National Electrical Code. 9.1.2
RM CMS2367(02-09) Provious Vereians Obaclets Evant IR:QPs021 Facility 1D: TN4709 ¥ gentinvation sheet Page 2 of 3
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODRE .
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(x4} 10 SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORREGCTION s)
PREFIX {EACH DEFICIENCY MUST BE PRESEDED BY FIAL PREFIX {EAGH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPEIATE DATE
. DEFRICIENCY)
Quality Assurance Performance
K 147 | Contitved Erom page 2 Improvement Committee consists of .
) Administrator, Medical Director, Director
This STANDARD is not met as evidenced by: of Nursing, Assistant Director of Nursing,
Based on observation, it was determined that the Human Resources, Minimum Data Set
facility failed to prohibit the use of power strips as Coordinator, Treatment Nurse,
a substitute for fixed wiring to provide power to Admissions Dircotor, Business Office
medical equipment. _ Manager, Rehab Manager, Medicai
Records, Social Services, Facilities
The findings incluge: ‘ Management Director, Dietary Manager,
and Activity Director Dietician and
Observation on March 9, 2014 at 44:12 a.m. Pharmacist reports are reviewed, and
revealed that resident rooms 108 and 408 have ‘ these consultants attend ag needed,
Oxygen concentrators plugged into power strips, 14 I
j24 K147
This finding was verified by the maintenance 7 The Oxygen concentrators Plugged into -?’Ibﬁ-ﬁy
director and acknowledged by the administrator power sitips in resident rooms 108 and
during the exit interview oft March @, 2014. 408 were corrected and plugged directly
nto wall outlets by Facilities
Management Divector on 3/9/14,
All resident rooms were checked to
ASSUrE OXygen concentrators were
plugged divectly into waij cutlets by
Facilities Management Director on
3/5/14,
Education was provided at all-employee
Staff Meeting by Director of Nursing
regarding requitement of plugging
OXygen concentrators directly into wall
outlets on 3/14/14,

[ |
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Sl ey

D PROVIDER'S FLAN QF CORRECTION 046)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIAYE DATE
DEFICIENCY)

K 147

f

K 1471 Weekly inspect?uns by the Facili_ti_eg
Management Director or the Facilitics
Management Assistant will be made of all
0Xygen concentrators in resident rooms
for one month to assure they are plugged
directly into wall outlets, then onee a
month for two months andfor 100%
compliance. Monthly inspections will be
completed by Safety Committee.

Safety Committee copsists of
Administtator, Facilitics Management
Director, Dietary Director, Director of
Nursing, Housekeeping and/or Laundry
employee, Certified Nursing Assistant
and/or Licensed Murse,

Results obtained will be reported by the
Facilitics Management Director to the
monthly Quality Assurance Performance
Improvement mestings for review and
recommendations. This committee will
determine if any revisions are needed to
the action plan.

Quality Assurance Performance
Tmprovement Committee consists of
Administrator, Medical Directot, Directot
of Nursing, Assistant Director of Nursing,
Human Resources, Minimum Data Set
Coordinator, Treatment Nurse,
Admissions Director, Business Office
Manager, Rehab Manager, Medijcal
Records, Social Services, Facilities
Management Director, Dietary Manager,
and Activity Director Dictitian and
Pharmacist reports are reviewed, and
these consuitants attend as needed,
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